###### Strengths and limitations of this study

-   There is a lack of knowledge of referral management systems (RMS), and few studies to date have investigated the views of GPs and consultants, and other stakeholders involved in referral management.

-   In-depth interviews with the stakeholders involved in RMS provided rich insights into their attitudes to, and experiences of, RMS.

-   This was a small study based in the North East of England.

-   This study was limited to the views of the stakeholders involved in RMS.

-   Patient views were not considered in our study.

Introduction {#s1}
============

Referrals by GPs to another service are the result of around 1 in 20 GP consultations.[@R1] In England, nearly 15 million referrals were made from primary care between 2016 and 2017.[@R2] Clinical Commissioning Groups (CCGs) are used by the National Health Service (NHS) in England, and hold responsibility for commissioning hospital services and some primary care services.[@R3] Overuse of hospital services is contributing significantly to the financial deficit of many CCGs in the UK, with the average avoidable hospital outpatient appointment costing £145.[@R4] To date, there is no consensus on the definition of an appropriate referral.

There is a wide range of primary care approaches designed to reduce the number of referrals and improve the effectiveness of outpatient services including minor surgery in primary care, direct access by GPs to diagnostic tests, specialist attachment to primary care teams and professional education programmes.[@R5] Professional behaviour change approaches including education from specialists and structured referral sheets have been shown to generally reduce GP referrals.[@R6] The availability of specialist advice by email or phone to primary care practitioners and the use of telemedicine also show potential to reduce referrals.[@R8] Moreover, improved quality of referral information, specialist contact prior to referral, electronic referrals and community specialist services have been shown to help address referral demand,[@R9] and studies have shown that referral assessment by consultants may increase referral quality and reduce the amount of referrals.[@R10] However, lack of change on referral rates were seen for strategies using passive distribution of local referral guidelines,[@R7] feedback on referral rates and discussion with an independent medical guide.[@R7] There is little evidence of the benefit of the relocation of specialists to primary care, or joint primary and secondary care management of patients on outpatient referrals rates.[@R8] Additionally, financial methods to manage referrals risk inappropriate reductions in referrals and negative impacts on referral quality and patient care.[@R7]

The electronic referral system, 'Choose and Book', was introduced by the NHS in the UK to allow GPs to book an appointment for a patient in the hospital or clinic of choice,[@R13] and is associated with increased efficiency in terms of reduced administrative burden, and non-attendance to outpatient appointments.[@R13] Electronic referrals have also been found to reduce waiting times to triage.[@R14] Moreover, although an increase in referrals was seen, electronic referral management with triage and input from an advanced primary care service lead to reduced waiting times, reduced duplicate referrals and high patient satisfaction.[@R15]

Referral management systems (RMS) are used to manage referrals from primary care and are a current strategy used by CCGs to reduce the number of referrals and encourage primary care solutions to be found.[@R16] CCGs in England spend millions of pounds on RMS each year.[@R17] There are a number of RMS including: 1) external appraisal by a referral management centre (RMC), often a private company, 2) local expertise from consultants or GPs with a special interest employed to triage referral letters, 3) specialist advice from consultants to GPs about management of a patient and 4) peer review and reflection where referrals are reviewed by other GPs.[@R16]

In 2017, 39% of CCGs in England commissioned an RMS.[@R17] There have been few evaluations of RMS and the effects they are having on patients and clinicians are relatively unknown.[@R7] A pilot trial of local expertise RMS was found to decrease the number of incomplete referrals, increase adherence to referral guidelines and increase patient satisfaction.[@R18] There is evidence to suggest that a referral management and booking service (RMBS) triage process allowed GPs to consider referral guidelines and alternative care options before referring, however, concern was raised regarding technical issues, cost-effectiveness and additional workload.[@R18] RMCs may filter out inappropriate referrals, direct referrals to a more appropriate setting or accelerate the diagnostic pathway. However, RMCs may also cause an increase in the overall cost,[@R19] cause misdirected referrals due to lack of full clinical information, reduce close working between GPs and consultants, demotivate local GPs and lead to delayed or lost referrals.[@R19] A retrospective time-series analysis of outpatient attendances in one primary care trust in England found that the use of an RMC did not reduce the hospital outpatient attendance rate or attendance rate ratio, and in some situations increase both.[@R21] Moreover, the British Medical Association (BMA) raised concern that RMS are a short-term approach to healthcare, and suggested that there is need for more evaluation.[@R22]

There is little and variable evidence supporting referral schemes reducing referrals[@R5] and/or costs.[@R5] When considering the cost-effectiveness of referrals, a whole systems approach has rarely been studied. We do not understand how professionals navigate the barriers and enablers of RMS, and the attitudes and perceptions of GPs, patients, specialists and commissioners have been relatively unexplored. The NHS faces a potential funding gap of £14--20 billion, and taking into account that GPs take the lead for commissioning services,[@R19] examining whether RMS can help GP commissioners reduce costs and improve care by monitoring the impact of RMS is needed.

'Consultant First' (CF) is the electronic RMS used by Northumberland CCG that replaced 'Choose and Book'. Referrals are triaged by local consultants, and if further investigations, alternative dispositions or clinical management advice are considered appropriate, then the referral will be returned to the referring GP with management advice from the consultant for discussion with the patient, otherwise the patient will be allocated an outpatient appointment. CF was agreed with the main provider, Northumbria Healthcare NHS Foundation Trust (NHCFT), as an alternative to an RMS implemented by many other CCGs. CF covers 14 specialties all of which, apart from dermatology (which is provided by Newcastle Hospitals NHS Foundation Trust), is provided by NHCFT. All 41 GP practices in Northumberland use CF. This study sought to understand the attitudes and experiences of professionals involved in the RMS in Northumberland, to investigate the advantages and disadvantages of CF and to identify any unintended consequences that are associated with its use.

Methods {#s2}
=======

Study design {#s2a}
------------

This qualitative study ran from August 2017 to March 2018. In-depth interviews were used to explore the experiences and attitudes of GPs, consultants, commissioners, hospital managers and referral support staff towards the RMS used by GP practices in Northumberland, UK.

Participants and sampling {#s2b}
-------------------------

Using purposive sampling,[@R24] suitable participants with GP, consultant or commissioning roles involved in RMS were identified and recruited via email through Northumberland CCG. Thereafter, theoretical sampling,[@R25] recruiting key participants, was used until themes from the interview data were saturated.

Thirty-two participants took part in a one-off interview, of which 15 were GPs, 10 were hospital consultants, 3 had referral support roles, 2 were hospital managers, 1 was a CCG manager and 1 was a part-time GP with a CCG role ([table 1](#T1){ref-type="table"}). Patients were not recruited to our study since we sought to investigate the benefits and challenges perceived by those using RMS.

###### 

Participant characteristics

  ------------------------------------------------------------------------------------------------------------------------------------
  ID     Job role                        Age range (years)   Sex   Years in current role   GP practice\   GP practice referral rates
                                                                                           list size      
  ------ ------------------------------- ------------------- ----- ----------------------- -------------- ----------------------------
  GP1    GP                              30--35              M     3                       Medium         Low

  GP2    GP                              46--50              M     21                      Small          Low

  GP3    GP                              41--45              M     15                      Large          Low

  GP4    GP                              46--50              M     7                       Medium         High

  GP5    GP with CCG role                41--45              M     14                      Large          Low

  GP6    GP                              46--50              M     20                      Large          Low

  GP7    GP                              41--45              M     15                      Medium         Low

  GP8    GP                              41--45              M     16                      Medium         Low

  GP9    GP                              46--50              F     23                      Large          Low

  GP10   GP                              46--50              M     18                      Small          Low

  GP11   GP                              46--50              M     21                      Medium         High

  GP12   GP                              36--40              F     17                      Large          Low

  GP13   GP                              36--40              F     12                      Medium         High

  GP14   GP                              56--60              F     33                      Large          Low

  GP15   GP                              41--45              F     15                      Medium         High

  GP16   GP                              51--55              F     24                      Small          High

  C1     Orthopaedic surgeon             41--45              M     8                       n/a            n/a

  C2     Rheumatologist                  41--45              M     5                       n/a            n/a

  C3     Consultant gastroenterologist   51--55              M     22                      n/a            n/a

  C4     Cardiologist                    56--60              M     32                      n/a            n/a

  C5     Colorectal surgeon              56--60              M     33                      n/a            n/a

  C6     Respiratory physician           41--45              M     21                      n/a            n/a

  C7     Colorectal surgeon              51--55              F     31                      n/a            n/a

  C8     Rheumatologist                  36--40              F     3                       n/a            n/a

  C9     Gastroenterologist              46--50              M     14                      n/a            n/a

  C10    Respiratory physician           41--45              M     19                      n/a            n/a

  M1     CCG manager                     51--55              M     4                       n/a            n/a

  M2     Contact centre lead             56--60              F     1                       n/a            n/a

  M3     Contact centre manager          56--60              F     12                      n/a            n/a

  M4     Appointments coordinator        56--60              F     7                       n/a            n/a

  M5     Hospital assistant manager      41--45              F     8                       n/a            n/a

  M6     Hospital manager                51--55              F     11                      n/a            n/a
  ------------------------------------------------------------------------------------------------------------------------------------

Practice list size: small 0--4999; medium 5000--9999; large 10 000+.

n/a, not available.

Interviews were conducted by the female research associate (RD) at the participant's place of work, although one GP was interviewed at their home, and three GPs and one consultant had telephone interviews. Due to participant time availability, one focus group was held with two hospital managers and an appointments office coordinator, while the rest of the participants were interviewed alone. Six GPs, two consultants, two directorate managers and three participants with referral support roles were female, while the remaining participants were male. Participants' age ranged from 30 to 59 years, and the number of years participants had been working in their current role ranged from 1 to 33 years ([table 1](#T1){ref-type="table"}). Participants did not have an established relationship with RD; however, two participants had taken part in a previous study with the researcher.

Five GP interviewees were from practices that had referral rates that were higher than the Northumberland CCG average for 2017--2018, and the remainder were from practices with referral rates lower than the CCG average. The practice list size ranged from 2051 to 23 328 patients. In 2018, the mean size of practices in Northumberland CCG was 7742 and practice sizes ranged from 1595 to 23 328. Five GPs reported that they worked part-time in general practice, three GPs described they were part-time GPs but worked full-time hours, two consultants worked part-time, while all the remaining participants worked full-time in their roles.

Analysis {#s2c}
--------

A grounded theory approach[@R24] was used and a semi-structured topic guide was employed to explore the study's aims. The initial topic guide was informed by issues raised in the literature, and gaps of knowledge regarding CF, and is shown in [box 1](#B1){ref-type="boxed-text"}. The questions asked were adjusted appropriately according to the participant (GP, consultant or other). Interviews were audio-recorded and transcribed verbatim, except for one GP interview where written notes were taken and no audio was recorded at the request of the participant. Interviews lasted 42 min on average and participants were not paid for their time and transcripts were not returned to participants. RD did not have medical training or experience using CF, and a neutral approach to analysis was conducted to encourage confirmability of the data analysis and establish trustworthiness. Data analysis and theme negotiation was conducted by RD and SW.Box 1Initial topic guide used to explore the attitudes and experiences of stakeholders regarding consultant first**Initial topic guide for interviews**How would you describe your experience with referrals?Are you aware of any system to help manage referrals?What do you think about Consultant First?Would you make any changes to Consultant First? What changes?What do you think are the positive aspects of Consultant First?What do you think are the negative aspects of Consultant First?Do you receive/provide follow-up information if a referral has been accepted or had an alternative disposition? If so, what information?Have you ever experienced a situation where it was felt that the patient did not need to be seen? If so why?Do you know how many referrals are alternative dispositions?Have you experienced delays in referrals as a consequence of Consultant First/RMS?What do you think about the use of triage in referrals by consultants in the specialty you are referring to?What do you think about the use of triage in referrals by GPs?Have referral management systems caused any problems for you, the specialist or the patient? If so, what problems?Does Consultant First/RMS provide useful educational feedback to the referrer? If so, how?Is Consultant First an appropriate tool to manage resource in a cash-limited NHS? Why?Is there anything else you would like to discuss?[^1]

Using an inductive thematic analysis,[@R26] open coding of interview data was initially performed using Microsoft Word, and axial coding followed grouping codes into categories and finally into overarching themes using iterative constant comparison in Microsoft Excel.[@R25] Interview themes were developed from the data analysis and were used in subsequent interviews to guide questioning and the topic guide was developed as the interviews proceeded[@R27] until no new themes emerged and data were saturated.[@R25]

Patient and public involvement {#s2d}
------------------------------

Patients or public were not involved in this study.

Results {#s3}
=======

Four themes emerged from the interviews: GP professional control and responsibility, consultant risk aversion and accountability, the burden of RMS and the perceived benefit of RMS ([figure 1](#F1){ref-type="fig"}).

![Concept diagram of the interview themes. RMS, referral management systems.](bmjopen-2018-028436f01){#F1}

GP professional control and responsibility {#s3a}
------------------------------------------

### GP autonomy {#s3a1}

In this study, most GPs were from GP practices that took part in an internal peer-review process of all potential referrals. It was generally considered that CF did not significantly reduce referrals further. GPs described managing patients within primary care to avoid unnecessary referrals through CF, and GPs with special interests or knowledge in a particular condition/s helped improved management of patients within primary care.

> I think if you took away referral management... Internal referral management, the number of consultations that Consultant First has to triage would rocket. (GP3)

> We have lots of education based on people's special interests as well. ...You know, to try and avoid referrals, if we can. (GP12)

Alternative routes that GPs can use to avoid CF to ensure a referral is accepted were mentioned, including other referral pathways and trauma clinic services:

> Newcastle do MSK (musculoskeletal), and Northumbria do MSK. There's nothing stopping a GP referring direct to Newcastle and avoiding Consultant First. (M1)

Some GPs felt that CF undermines GP autonomy and referral rejection through CF could have negative effects on GPs including preventing GPs from referring similar appropriate cases in the future, and affecting relationships with patients following shared decision making:

> And, actually, it may put them off making similar referrals in the future, which may be appropriate. (GP7)

> You go through something with a patient and you take your time doing it. And you get to the management at that point, and then you sort of do a shared decision about where to go next. And then it almost feels like... We've just been undermined. (GP11)

It was suggested that CF may delay rather than prevent referrals in cases when GPs have followed advice provided by consultants through CF and then re-referred. Moreover, some GPs felt that if a necessary referral had been rejected, CF did not prevent referrals being rewritten and resubmitted:

> I don't think it's always stopped me from referring, because I had patients where I've done those things. They're still abnormal and I've referred them back. So, I don't think it's particularly stopped a referral. So, it hasn't done the purpose it's there for. (GP13)

> The easiest thing to do is just to re-write that letter and use different trigger words. (GP2)

CF did not help some GPs manage patients in primary care who request a second opinion from a consultant, or situations where the GP had requested a referral as they felt that they had exhausted their abilities to manage a patient in primary care. Additionally, two consultants suggested that rejecting a referral that was requested to meet patient demand may actually be less cost-effective than accepting the referral request:

> And there's a risk with this system that they can write back and say, 'Well, do this, this and this'. And you think, that's all very well, but it actually doesn't help me. I still feel out of my depth and need your help and assistance to manage this patient. (GP7)

> And although the GPs have had to pay us £150 to... To carry that out, the patient is happy. And maybe we knock ten GP appointments out of the next 12 months. (C9)

### Advice from consultants provided through RMS {#s3a2}

GPs mentioned that, although the response was often returned quickly, the advice provided through CF by consultants was mostly appropriate, but was often limited, and it was felt by some GPs that the advice quality was variable depending on the replying consultant. The majority of GPs felt that the advice through CF generally did not contribute directly to improving GP knowledge or understanding:

> So, sometimes quite useful. Sometimes really not helpful at all. (GP16)

> And there definitely are, from different consultants, different sort of standards of advice. (GP9)

> So, it's not educational. It's more just matter of fact. (GP13)

GPs recounted that they were unsure who receives their referral requests through CF and felt that since the advice provided through CF was anonymous, they did not have a reference point within secondary care. GPs also recounted that, on the contrary to the 'Choose and Book' system used previously, they are not provided feedback on whether a patient's referral is accepted:

> I'm not sure whether then that letter will go to that consultant, or will just go through a triaging consultant... (GP3)

> No, we don't hear anything. Whereas, when we doing referrals through Choose and Book, at least we would know when they would be seen. (GP3)

### Patient choice {#s3a3}

Some GPs felt that the lack of choice for patient appointments was an issue with CF compared with 'Choose and Book'. It was also mentioned that CF referral system had caused confusion for some patients that were expecting an outpatient appointment, but instead advice only was provided to the GP:

> It takes away choice---which patients have been used to with the Choose and Book system. (GP15)

> But I then say, well, you might just get an appointment. And that leads to some confusion and definitely some patients not turning up, I suspect. (GP12)

Consultant risk aversion and accountability {#s3b}
-------------------------------------------

### Referral rejection {#s3b1}

CF was reported to reject around 3%--10% of referrals. However, even with CF in place, the majority of consultants felt that they could not reject many referrals, due to non-specific symptoms or the nature of the specialty:

> I think, really, from our point of view, the main negatives are that we don't feel we've been able to bounce anything like the number that I think the CCG were hoping for. (C8)

> And there's an awful lot of undifferentiated symptoms, as well, that get referred in. Like breathlessness and coughing. (C10)

### Lack of feedback on advice provided {#s3b2}

In general, consultants felt that they did not know whether the advice they provide through CF was helpful to GPs as they had not been provided with any feedback within the system. Moreover, feedback on whether they are using the system correctly and the cost-effectiveness of CF was also suggested by GP and consultants:

> To be able to get an idea about, you know, if we have given advice, was the advice useful? (C4)

> I would be interested to see how much money it saved. And how many referrals it saved. (C10)

### Shift of responsibility {#s3b3}

The shift of responsibility of referral management through CF from primary to secondary care was mentioned by some participants. Consultants felt that CF allowed them to make the decision about which patients they see in their clinics, and on the contrary to GP perceptions, gave them more control compared with the 'Choose and Book' system previously used:

> At least with this system, the consultant shares some of the responsibility by looking at the letter and deciding how quickly they need to be seen, and actually if their appointment slot isn't appropriate, prioritising them. (GP7)

However, some consultants felt that since the appointment times were managed externally, CF had resulted in them having less control over patient appointment slots, in some cases causing delays for urgent appointments:

> If there's a routine slot that's earlier than that, they won't allocate the person to the routine slot. ...So, they will just stick with it's triaged as urgent, we'll go for the next urgent slot. ...So, you can get delays. (C2)

The perceived benefits of RMS {#s3c}
-----------------------------

### Avoidance of unnecessary referrals {#s3c1}

One main advantage of CF mentioned by participants was that it allowed for unnecessary referrals to be vetted by consultants, and helps ensure patients are sent to the correct clinic the first time:

> Well, I think the positive aspects are that for 6% to 10% we're managing to avoid a referral. (C3)

> There's always that, sort of, triaging these things, so that they go to the right place first. (GP11)

### Perceived patient benefits {#s3c2}

The patient benefits of CF were also mentioned by participants, including the potential to save a number of appointments for patients and reducing waiting times:

> Less appointments, less cost, less hassle for the patients. (GP10)

> I think particularly for, sort of, patient safety, it offers the opportunity to look at a letter and go, oh, hang on---we should probably see that sooner... (C1)

### Cost-effectiveness {#s3c3}

Some participants perceived that CF was a cost-effective method of managing referrals, including potentially avoiding unnecessary referrals, and only paying for an administration fee compared with other RMS used in the NHS:

> I guess there's perceived advantages for cost saving in that if you look at a patient's letter and go, oh, I don't see why there's any point in seeing me, then they get diverted to a less costly service. (C1)

> Whereas this has just got an admin fee, as you mentioned. And apart from that, it's free. (GP5)

However, some GPs and commissioners felt there is a financial incentive for consultants to accept referrals through CF and therefore the hospital to charge the CCG for an outpatient appointment. On the contrary, consultants and hospital managers remarked that instead the focus was on managing their workload:

> £110, £120, £130... £200-odd. For some outpatient appointments. So why would they say, 'I don't need to see you'. (M1)

> And I can honestly say that our clinics are so busy, and our waiting lists are so long, that we would rather turn work away. (C9)

The burden of RMS {#s3d}
-----------------

### Additional workload {#s3d1}

The additional workload as a result of CF was a problem raised by both GPs and consultants, including increased time spent on triage in secondary care, patient management in primary care following referral rejection and administrative work for both:

> I've got to find some time to ring the patient. I've got to do some more administration, do another referral letter. (GP6)

> We don't have a great deal of time, and it's extra work. (C10)

Since the majority of consultants worked in a number of hospitals, the electronic nature of CF meant consultants could access the system in different hospitals. However, consultants perceived the advice they provided through CF was basic due to time constraints. Most consultants felt that the advice requests through CF were increasing and further funding to support consultant time and depth of advice in the future may be required:

> So, it's quicker. I can access this from any computer in... In the Trust. (C2)

> Really low level (advice). Really, kind of, as a consequence of how much time we've got to offer. (C9)

> It's become an advisory service, not just a referral management service, and that will... We will need to change what we do if that grows more and more, because it will mean more consultant time, and actually... it needs properly funding. (C4)

### Communication barrier between GPs and consultants {#s3d2}

Due to the one-way electronic nature of the system, CF was felt by some to be a barrier to communication between primary and secondary care, and did not encourage relationship development between GPs and consultants as no back and forth conversation could be achieved through the system:

> But there's no way of getting in touch with a GP if they send a referral in and you think, oh my God, they need to do something about this now. ...You end up spending half an hour on the phone, trying to get past the administrators. (C9)

### System design {#s3d3}

Frustration with CF software was felt by most participants, including slow processing, issues trying to open and link attachments and lack of integration with other systems used. A few consultants raised concern that when using CF there is no option to go back to a referral to check or change it after an action has been made:

> ...It can't come through into System One, which is the system that we use. (GP15)

> And they (contact centre) would move people, on the patient's request, but then that wouldn't feed back into our system, because the IT wasn't integrated. (C5)

> I can't bring that referral back, you know... So, I'm sure I've accepted things purely by mistake. (C4)

Some GPs and commissioners recounted an issue with the 'dummy slot number' used in the system that changes from when the referral is first requested in primary care to when an appointment has been made by the contact centre. Problems such as the GP practice not knowing the new number and confusion for patients were mentioned:

> So, if the GP books this dummy slot... Which is always between midnight and two o'clock in the morning---if they print that out and give it to the patient, it's got this address on. It might say, 'Your appointment is 1 am'. The patient thinks, well, that's just a mistake. And they turn up here at one o'clock in the afternoon. (M3)

Improvements to CF suggested by participants included integrated test requests for consultants to select, digital dictation for advice provided by consultants, in-house control of appointment slots by consultants and notification of a patient's appointment provided to the GP:

> If we took back, within house, our admin team-allocated appointments. (C2)

> It would just be a bit useful to have some notification of when the patient is going to be seen. (GP3)

Discussion {#s4}
==========

Principal findings {#s4a}
------------------

It was generally considered that CF did not significantly reduce the number of referrals further than internal peer review within GP practices. Some GPs felt that CF undermined GP autonomy and did not help when they had exhausted their abilities to manage a patient in primary care. Variable advice provided through CF from consultants, little knowledge of the triage process and lack of control over patient appointment slots was also mentioned by GPs. It was suggested that CF may lead to additional work for GPs and delays in referrals, including re-referral after first following management advice from consultants, or referrals being rewritten and resubmitted to ensure acceptance. Moreover, consultants mentioned the lack of control of urgent appointment slots in secondary care can cause referral delays.

Generally, the consultants in our study felt that CF did not significantly help them reject referrals, and that there was a lack of feedback on whether they are using the system correctly or its cost-effectiveness. However, it was felt that they had more control over appointment slots than previously.

The main benefit of CF mentioned by participants was that it allowed for unnecessary referrals to be vetted by consultants, and helps ensure patients are sent to the correct clinic. The patient benefits perceived by our participants included reduced appointments and waiting times, while the foremost disadvantage of CF was the additional workload. CF was also felt to be a barrier to communication between GPs and consultants, and frustration with the system design was expressed. Although the benefits of CF perceived by our participants were mentioned, the perceived disadvantages outweighed the advantages, and for the most part stakeholders were sceptical and dissatisfied with CF.

Comparison with the literature {#s4b}
------------------------------

Similar to CF, the removal of the gatekeeper role for referrals from primary care has been seen in RMCs and has been suggested to have a negative impact on GP autonomy.[@R5] However, studies have also shown GPs may choose to defer to the experience of a specialist.[@R19] Undermining the doctor-patient relationship is an issue in RMS when shared decisions making between GP and patient is overridden by secondary care decision.[@R28] Moreover, the workload associated with triaging referrals in CF was an issue present in a Norwegian qualitative study investigating the referral process,[@R30] and a British study exploring RMBS.[@R18] There is need for the evaluation of the cost-effectiveness of the increased workload in primary care and the community in a resource-limited NHS in the long term.[@R18]

Poor communication between primary and secondary care has been reported for inflammatory bowel disease,[@R31] cancer,[@R32] dyspepsia, colonic malignancy, chest pain and chronic obstructive pulmonary disease,[@R33] and CF was not perceived to increase communication. However, quick electronic advice was associated with CF and is highly valued by GPs,[@R29] and email communication between primary and secondary care was found to provide quick answers for advice or reassurance and enhance patient benefits such as unnecessary referrals.[@R5] However, our GPs did not describe the advice through CF as helpful, and this was similar to the GP perceptions of RMBS.[@R18]

Problems with the system design of CF were stated by our participants, and technical issues including the functionality and usability of RMBS has been previously cited,[@R18] as has system design and compatibility issues of an RMC.[@R5] It was suggested that CF causes delays, and referral centres have also been proposed to be a possible cause for referral delays[@R19]; furthermore, the BMA have described RMS to have the potential to harm patients by delaying their management.[@R28] Additionally, RMCs have been perceived to focus on cost saving rather than patient care, and calls to have them abolished have been implemented.[@R16] However, CF was perceived to have patient benefits including reducing the number of appointments and waiting times, which has also been identified as a benefit of RMS.[@R14]

CF allows for specialist advice from local consultants, and follows internal peer review in some GP practices, which are recommendations for referral support schemes stated by the Royal College of General Practitioners,[@R11] and 'in-house' second opinion/peer review before referral has the potential to reduce referrals.[@R6]

Lack of feedback on whether the system is being used correctly, whether the advice provided by consultants is helpful and little knowledge of the cost-effectiveness of CF was explained by our participants, and was also described by GP participants regarding RMBS previously.[@R18] Finally, there is a general lack of understanding of RMS since they are diverse in nature and only a small proportion of RMS have been or are being evaluated.[@R17]

Strengths and limitations {#s4c}
-------------------------

Since this study involved a sample of 32 participants from the North East of England, and reports only their experiences and opinions of the benefits and issues with RMS, these data may not be generalisable outside of the study sample. However, this study gathered multiple perspectives and the data captured is rich and reached saturation within the participant sample.

It was a challenge to recruit participants and most participants were male, thus interviews with more female GPs and consultants may have provided a different perspective on RMS. Although all GP surgeries that use CF, and a large proportion of consultants who are involved in the triaging process were invited to participate, those that choose to take part may have had different views from those who were not recruited. Additionally, patient views were not explored in this study. Comparing the perspectives of stakeholders in different specialities, and exploring patient views, who often drive the referral process, would provide further insights.

This study may also have been subject to interviewer bias, however the interviewer did not have medical training or experience of using RMS, and two researchers were involved in the data analysis. Notwithstanding the above limitations, this study is one of a few to evaluate the use of RMS in the UK and provides novel insights into the perceptions of its stakeholders.

Implications for future research or practice {#s4d}
--------------------------------------------

A successful RMS requires feedback to consultants and GPs, evidence of patient safety and quality management as well as system cost-effectiveness.

Since consultants reported that they only had the capacity to provide basic advice through CF, funding to support more in-depth or increasing advice requests may be required in the future. Our participants made several suggestions to improve RMS including the ability to recall a referral after an action has been taken, in-house control of appointment slots by consultants, notification of a patient's appointment provided to the GP, integrated test requests for consultants to select, digital dictation and the use of a unique reference number.

Evaluating the patient experiences of RMS would provide additional insights, and further evaluation of, and comparison with the RMS used by different CCGs in the UK and internationally would improve the overall understanding of RMS.
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